INTRODUCTION
When it is appreciated that it is to the general practitioner that almost all sick people turn for medical attention or advice, and that it is through his hands that they first pass, it is perhaps surprising that until the last few years so few contributions to the study of morbidity have been made by family doctors. The pioneer work of McGregor (1949 McGregor ( , 1950 McGregor ( , 1953 and Fry (1952) among others broke the ground in this field, but the feeling grew that a wider picture, covering different types of general practice, would contribute more to the understanding of the subject than would single practice studies. Accordingly the General Register Office has published a preliminary analysis of records from eight general practices (Logan, 1953) and the College of General Practitioners is planning an investigation on similar lines. Nevertheless, there is still a place for individual studies in this field. There is, for example, greater uniformity in applying medical terms to the different morbid conditions encountered, when diagnosis is the work of one practitioner. Logan (1953) Backett, Shaw, and Evans (1953) and Backett, Heady, and Evans (1954) .
DESCRIPTION OF PRACTICE
The practice is a suburban one in the south of Belfast, an industrial county borough with a population of 443,671 at the 1951 census. The majority of the patients can be described as "middle class"; no particularoccupational or industrial group predominates. The area of the practice is limited to about 4 square miles and involves an annual car mileage of about 8,000 miles. The practice is run single-handed with the non-professional assistance of a part-time secretary-receptionist and adequate domestic help. There is a loose arrangement as regards "off duty" work with a neighbouring practitioner, who at one time was an assistant in my practice, and who has the same outlook on general practice. At holiday times he has preserved the continuity of the records used in the present survey. Each of our houses has a telephone extension to the other so that frequent contact and exchange of thought is encouraged.
The practice is fortified by ample hospital and laboratory services and both out-patient and in-patient facilities are frequently used. As in most urban areas, no hospital beds are available for the general practitioner, and although he is welcome to visit his patients he has no share in their treatment while they are in hospital. Pay clinics and private nursing homes are available for patients who wish to pay for their treatment; the nursing homes are becoming steadily fewer, but it appears that the clinics, attached as they are to the hospitals and with better diagnostic facilities, are as busy as ever they were.
The working day in the practice starts at 9 a.m.; the morning is devoted to visits to patients; between 2 and 4 p.m. patients are seen at the surgery; private patients can be seen by appointment between 2 and 3 p.m. Between 4 and 6 p.m. further visits are made to patients' homes. The evening surgery usually lasts till about 8 p.m. Thereafter the day is free, apart from emergency calls and night visits, fortunately rarer, in this practice, than the public imagines. Life assurance examinations and other special consultations are fitted into the day by arrangement.
The pressure of work varies considerably. In the summer and early autumn there is enough free time to enable the doctor to catch up on the medical reading which has largely to be postponed at other seasons.
COMPOSITION OF PRACTICE
The potential patients of the practice can be classified into three groups:
(1) About 1,400 registered under the National Health Service.
(2) About 200 private patients, requiring often extra and perhaps disproportionate attention, and some at least coming privately at one time, and at another attending their own "-panel" doctor.
(3) A large body of students at a Training College, of a narrow age group, who are given service only during college terms. Groups 2 and 3 have been omitted from the present survey in view of the special circumstances involved. Table I shows the variations in Group I during each of the 2 years under review. In this and subsequent tables "Year 1" refers to 1951-52 and "Year 2" to 1952-53, each year beginning on November 1. Of the 1,488 patients on the register at the beginning of the first year, 1,384 remained on the register throughout that year. For the second year the comparable figures were 1,450 and 1,341. It was considered more satisfactory to analyse the experience of only those patients who were on the list for the complete 12 months of each period of study. Their age and sex distributions are shown in the last two columns of Table I , and it will be seen that in each year they do not differ materially from those of the average populations exposed to risk. Moreover this procedure permits compilation of precise frequency distributions of sickness events which are of considerable value in these studies.
For some purposes, e.g. consideration of births and deaths, it has been necessary to talk in terms of the complete register, but where this is done it is specifically stated, and in the absence of such statements all the comments which follow refer to the experience of the 1,384 patients who were with the practice throughout the whole year of 1951-52 and the corresponding group of 1,341 for 1952-53.
RECORDING SYSTEM Medical attention given to patients was classified according to the International Statistical Classification of Diseases, Injuries, and Causes of Death (World Health Organization, 1948) . Each attendance of a patient at the surgery and each visit to the home of a patient was recorded. In the Tables and discussion which follows these are referred to as "surgery attendances" and "home visits" respectively. Continuous attention, that is, a series of connected surgery attendances and/or home visits is described as a "spell of medical attention". In most instances a spell can be regarded as a complete illness but some caution is needed in so interpreting it; for example inoculations and most obstetric work cannot be so described.
A record card was available for each patient on the register, showing name, age, sex, and address. Each card was ruled horizontally to give a line for each month of the year and had a number of columns which were allotted to diagnostic entities as they arose. In the cells of the grid so formed entries were made to show the number of surgery attendances and home visits each month for each classified diagnosis. The information was entered on the cards by extracting the relevant information from the medical records maintained in the routine administration ofthe practice.
Separate records were kept of referrals of patients to hospital externs and consultants and of admissions to hospitals and pay clinics, distinguishing the various specialist services involved.
Thus a number of activities associated with general practice are omitted from this study. No mention has been made of special examinations for life assurance, emigration, or special employment, requests for "a check up", or the demands of temporary Health Service patients. Similarly no record has been made of certifications and of requests for prescriptions to be repeated, nor was it possible to assess telephone conversations in which medical advice was given. If no other medical attention was involved these small services have been ignored.
AVAILABLE DATA
Thus for each patient on the register the following information is available for analysis for each year:
(1) Age and sex.
(2) Number of surgery attendances made each month classified by diagnosis.
(3) Number of home visits made each month classified by diagnosis.
(4) Number of separate spells of medical attention classified by diagnosis.
(5) Number of referrals to a hospital extern, classified by type ofclinic.
(6) Number of referrals to a consultant, classified by specialist service involved and whether seen in own home or specialist's consulting room.
(7) Number of admissions to hospitals, classified by hospital department. Table II shows the average number of surgery attendances, and/or home visits per patient on the register in each of the 2 years under study for each age and sex group. Altogether there were 2,404 surgery attendances and 1,919 home visits in the first year, and 2,298 and 2,074 respectively in the second year. The average number of home visits and surgery attendances over the whole period was 319 per patient on the register and varied between about two and five per patient in the tabulated age and sex groups. In three age groups females demanded more attention on the average than males in the first year, but this was true of only one age group in the second year, thus these data give no support to a consistent sex difference. It should be noted, however, that male averages were greater in both years among school children and amongst persons aged 60 and over. This Table demonstrates the well recognized fact that the heaviest work in general practice is in connection with the very young and the old, the 15-39 years age group in both years and both sexes demanding least of all. A study of the ratio of surgery attendances to home visits shows in both years and in both sexes a relatively high proportion of home visits up to the age of 15. From that age up to 60 years the proportion of visits is relatively low, and it then increases again after that age. Thus not only was the total volume of attention greater at the extreme ages, but also the type of attention was different, in that it included more visits to the patients' homes. from periodic visits from the doctor, quite apart from the treatment of any specific illness, and the frequent small discomforts of old age can then be discussed.
MoRrnDrnr
In Table VI (overleaf) the spells of medical attention have been classified by age and sex of patient and diagnosis. The indices shown are the average number of spells of medical attention per patient on the register in each year, and it will be appreciated that in some instances these averages are based on rather small numbers (see the totals in Table IV ). Consequently one can do no more here than comment on the consistent trends which emerge from a study of Table VI .
The composition of the nineteen diagnostic groups used is apparent from the International List numbers, but it is necessary to describe the contents of some groups in so far as this practice is concerned. Tuberculosis forms a very small part of the infectious diseases group; no new cases were detected in either year; in the first year four old patients were attended, but none was seen in the second year. Among mental conditions psycho-neurosis predominated. Cardiovascular disease included such disorders as chilblains, varicose veins, and haemorrhoids. Among skin diseases were classed subcutaneous infections, such as cellulitis and whitlows, but allergic skin disorders were included among the allergies. Ill-defined conditions comprised the tired and the run-down, and questions of old age and infant management.
For all ages combined for both years and both sexes, the highest average number of spells was attributed to diseases of the respiratory tract including influenza. This diagnosis accounted for about 25 per cent. of all spells of sickness experienced by males and for about 20 per cent. of those experienced by females. The average number of spells per patient in the first year was 0-32 for males and 0 26 for females, and in the second year 0-43 and 0 34 per cent. respectively; no other diagnostic group exceeded a level of 0-16 spells per patient.
In the pre-school age group, 0-4 years, respiratory diseases again gave the maximum average number of spells per patient in each year and for each sex. The averages were 0 -88 for males and 0 -66 for females in the first year and 0-80 and 0-83 in the second year. This represented about 25 to 35 per cent. of all spells of sickness experienced in this age group. Infectious diseases, allergic disorders, and diseases of the alimentary tract also ranked fairly high in this age group. Infectious diseases accounted for the next highest average and account for about one-sixth of all spells of sickness among school children in the practice.
In the age group 15-39 years the averages were highest for respiratory disorders, 0*20 spells per male and 0-22 per female in the first year, and 0 -31 and 0 -33 in the second year. These conditions accounted for about 16 to 26 per cent. of all spells in the age group, injuries among men, mental and gynaecological conditions among women, and skin diseases among both sexes being the next most important.
In the age group 40-59 years respiratory disorders were again highest with averages of 0 18 spells per male and 0 22 spells per female in the first year and 0 * 20 and 0 25 in the second year. These conditions accounted for between 15 and 20 per cent. of all spells in the age group, being followed by chronic rheumatism and conditions of the organs of movement, diseases of the female genital organs, skin diseases, and injuries.
Amongst the oldest patients in the practice, age group 60 and over, respiratory conditions again gave the highest average number of spells per patient among men (0 30 in the first year and 0 27 in the second), accounting for about 20 per cent. of all spells amongst men. Amongst women, the average for respiratory conditions was highest in the second year (0 22, about 15 per cent. of the total), but it was abnormally low (0 13) in the first year. Cardiovascular diseases gave the highest female averages in the first year and about equalled respiratory disease in the second year, the averages being 0 26 and 0-21 spells per patient respectively. The cardiovascular group was second in importance amongst males, and in both sexes these two large groups were followed by chronic rheumatism and conditions of the organs of movement, skin diseases, and diseases of the alimentary tract with hernia. Table VI indicates several age trends. Those which are consistently portrayed by each year of study are discussed below.
The infectious disease group gave the maximum average number of spells per patient before the age of 15 and thereafter fell with advancing age. Allergic disorders were most frequently encountered in the pre-school children and also diminished with advancing age. Diseases of the central nervous system were at a maximum in the highest age group. Cardiovascular diseases became more common as age advanced. Diseases of the female genital organs were at a maximum in the age group 15-39 years. Chronic rheumatism and conditions of the organs of movement became prominent from the age of 40 years onwards.
Some other age trends are suggested by a study of Table VI , but do not appear consistently. One is left with the impression that male patients were seen less frequently for respiratory conditions in the age groups 15-39 and 40-59 years than in other age groups, while female patients showed a steady downward trend with advancing age for these conditions. It is doubtful whether the data justify further speculation.
No consistent sex differences appear in Table VI and no consistent differences between the two years of study.
Although the large groups in Table VI have in fact been broken down and studied, the value of this analysis is lowered by the small numbers involved, and, except in the case of respiratory disease, these details of morbidity are therefore omitted.
A breakdown of the respiratory group reveals how large a proportion of infections of the respiratory tract were "bronchial" in character. This is clear when the number of spells of acute bronchitis and bronchial catarrh together are expressed as percentages of spells of respiratory illness. In males of all ages this proportion was 53 per cent. and in females 50 per cent. in the first year, 43 and 45 per cent. being observed in the second year. In the 0-4 year age group the percentages were 79 per cent. for boys and 74 per cent. for girls in the first year, compared with 63 and 33 per cent. in the second year. From 5 to 59 years the percentages varied between 31 and 53 per cent. In the age group 60 years and over the percentages were 53 for men and 67 for women in the first year, and 67 and 75 in the second year.
Acute colds comprised only 11 per cent. of all respiratory conditions during the first year, 9 per cent. in the second. More It is often said that psycho-neuroses and psychosomatic disorders generally account for a large part of general practice. An attempt has been made, based on spells of medical attention, to estimate their frequency in this material.
The basis for this grouping of psycho-somatic disorders is wide and includes all cases of allergic and hyperthyroid disease, peptic ulcer and indigestion of uncertain origin, skin conditions with a possible psycho-somatic basis, most of the ill-defined group, and all the psycho-neuroses.
Such spells amount to 345 (16 7 per cent.) of the total spells in the first year and 320 (15 6 per cent.) in the second year.
Although the numbers involved are small, the data suggest that after the age of 15 women experienced relatively more spells of such disorders than men in both years, but no evidence of any other association with age was apparent, except that there is a suggestion of rather high incidence among boys which is mainly attributable to allergic disorders. Tables VII and VIII give an indication of the use domiciliary visits undertaken over the 2 years under made of hospital and specialist services by the an arrangement of the Northern Ireland Hospitals patients in this practice. It should be noted that in Authority. Many patients were prepared to spend a these Tables an individual patient may appear more few guineas to see a consultant privately, to avoid than once.
the disadvantages of the hospital out-patient Table VII shows the numbers of patients referred department, even with an appointment system there to hospital extern departments and to specialists is sometimes considerable delay. The consultation during the 2 years of study. In different practices figures, in private and at hospital, include no cases the relative numbers naturally vary,-but the sent only for refraction. frequency with which patients elect to go to specialists Table VIII shows admissions to hospitals and pay in this practice may cause surprise. Except in the clinics (including nursing homes). In males only, a case of females during the second year, however, preponderant use of hospitals as opposed to pay hospital externs were rather more frequently clinics in the first year was completely reversed in the attended. During the 2 years there were in all 205 second. This is not easy to explain, but the frequency referrals of males and 300 of females. Only fifteen with which pay clinics were used was undoubtedly children under 5 years were referred to externs and due in part to the increasing popularity of associaspecialists, seven of these to the ear, nose, and throat tions which insure against the expenses of pay department, a speciality which involved about 40 clinics and specialist attention. No cases of eye or per cent. of the 56 children in the 5 to 15 year group skin disease were admitted duringeitheryear. over the 2 years. Many of the patients referred as rheumatic and orthopaedic cases were assigned to the MORTALITY physiotherapy department.
The deaths in the practice during the 2 years have Consultations with specialists usually took place not yet been mentioned. As these patients were Fry (1952) , a lower middle-class urban practice with a population of 4,456 studied in less detail; Backett and others (1953, 1954) , a very full investigation of a working-class practice of 3,084
persons.
There is also the analysis of eight varying practices by Logan (1953) which is a mine of information. It is clear from these studies and my own that the age and sex composition of the patients in the practice plays an important part in the volume and type of work needed. Any comparison between practices must therefore take these factors into account, unless the patients are fortuitously similarly distributed in age and sex groups. It is equally important, if practices are to be compared, that the members should as far as possible be of the same social class.
The age groups in other investigations are not always those of the present survey, but various comparisons may be made. The sex ratio of the present practice averaged 42 05 males per 100 patients for the two years. Fry's figure was 48 25 males per 100 patients, McGregor's 47 07, and that of the General Register Office investigation 44 3. McGregor's figures, and those in Table I show more males than females under the age of 15. The General Register Office figures here are almost identical for the two sexes. The high percentage of the practice (21 8 per cent.) aged 60 years and over is much in excess of the figures for other surveys, Fry's figure, for example, being 13 per cent.
The second year of the present survey was exceptional in that the males required slightly more attention from "all causes" than the females. During the first year of this study, and in the practices of McGregor, Fry, and Backett and others, and all the eight practices of the General Register Office investigation, females always received relatively more attention.
The average number of surgery attendances and home visits combined per patient for the 2 years of the present survey is 3-19, which approximates to the figure given by Fry (3 -28) and that in the General Register Office's analysis (3 *78). On the other hand McGregor's figure is 5 9, and that of Backett and others is 5 1. All the investigations agree that more frequent attention is given to the very young and to the very old. 
